Purpose: The objective of this qualitative study was to explore patient, rheumatologist, and extended role practitioner (ERP) perspectives on the integration of an allied health rheumatology triage (AHRT) intervention in Ontario rheumatology clinics. Triage is the process of identifying the urgency of a patient's condition to ensure they receive specialist care within an appropriate length of time. This research explores the clinical/logistical impact of triage by occupational and physical therapists with advanced arthritis training (ERPs), including facilitators and barriers of success, and recommendations for future application. Participants and Methods: Semi-structured telephone interviews were held with participating rheumatologists, ERPs, and a sample of patients from each clinical site (4 community, 3 hospital) in five Ontario cities. Interviews were audio-recorded and transcribed verbatim. Transcripts were analyzed using basic qualitative description. Two independent researchers compared coding and achieved consensus. Results: Patients (n=10), rheumatologists (n=6), and ERPs (n=5) participated in the study and reported reduced wait-times to rheumatology care, diagnosis, and treatment for those with inflammatory arthritis (IA). Rheumatologists and ERPs perceived that the intervention improved clinical efficiency and quality of care. Patients reported high satisfaction with ERP assessments, valuing early joint examination/laboratory tests, urgent referral if needed, and the provision of information, support, and management strategies. Facilitators of success included: supportive clinical staff, regular communication and collaboration between rheumatologist and ERP, and sufficient clinical space. Recommendations included extending ERP roles to include stable patient follow-up, and ERP care between scheduled rheumatology appointments. Conclusion: Findings support the integration of ERPs in a triage role in the community and hospital-based rheumatology models of care. Future research is needed to explore the impact of utilizing ERPs for stable patient follow-up in rheumatology settings. Keywords: health service needs and demand, rheumatic diseases, connective tissue disease, patient satisfaction
Introduction
Inflammatory Arthritis (IA) is a rapidly progressing joint disease affecting approximately 3% of the population and causing significant burden through progressive joint destruction, disability, lost work productivity, and premature mortality. [1] [2] [3] With an aging population, rates of IA and other rheumatic conditions are on the rise, placing increased pressure on an already overloaded rheumatology care system. 4, 5 While the established benchmark time from referral to seeing a rheumatologist is 4 weeks, only 35-38% of patients with IA in Ontario are seen within this timeframe, 6 and fewer than 50% receive treatment with a disease-modifying anti-rheumatic drug (DMARD) within 6 months of symptom-onset. 7 Reducing wait-times to rheumatology care is important for individuals with IA, as early and aggressive treatment with traditional and/or biologic DMARDs can induce remission, prevent irreversible joint damage and long-term disability 8, 9 and reduce long-term costs. 10 For example, according to the Arthritis Alliance of Canada, the early diagnosis and treatment of rheumatoid arthritis (the most common type of IA) with a DMARD or biologic could result in $5 billion of savings in direct costs (and up to $34 billion for indirect costs) in Canada over the next 30 years. 5 To cope with higher patient volumes and meet recommended benchmarks for care, health system changes are needed to ensure those requiring urgent care are identified and treated without delay. One way to reduce wait-times is to enhance the efficiency of patient triage. 11 Triage is the process of identifying the urgency of a patient's condition to ensure they receive specialist care within an appropriate length of time.
Advanced Clinician Practitioners in Arthritis Care (ACPAC) are experienced physical therapists (PTs), occupational therapists (OTs), or nurses with specialized postlicensure training in joint examination and the management of IA. As extended role practitioners (ERPs), ACPAC therapists can work beyond their normal scope of practice, often in non-traditional roles or under medical directives to assess, diagnose, triage, and manage patients with IA. The ACPAC program (https://acpacprogram.ca/) was developed by St. Michael's Hospital and the Hospital for Sick Children as a university-based curriculum to address shortages in rheumatology care, improve clinical efficiency, and reduce wait-times to specialty care for patients with arthritis and MSK conditions. 12 Since its inception in 2005, 90 professionals have achieved ACPAC certification. The ACPAC program is based on an inter-professional collaborative model, which can improve clinical efficiency and quality of care by enabling health professionals to work in their highest capacity. 13, 14 Inter-professional collaboration has been shown to improve health service coordination, resource use, access to care, and clinical outcomes, 15, 16 while reducing clinical errors, tension among care providers, length of hospitalization, and health-related complications. [15] [16] [17] Improving health service integration can help mitigate negative outcomes of an overwhelmed system (i.e, excessive wait-times) through the reallocation of resources and careful distribution of clinical expertise.
14 Allied health professionals have been utilized in primary care and rheumatology settings to improve clinical efficiency and access to care, [18] [19] [20] [21] however, few studies have looked at system level outcomes such as rheumatology wait times. In addition, most studies examining triage interventions involve a single ERP working with a single rheumatologist, limiting the generalization of results. A recent study examined the impact of triage by Arthritis Society ACPAC-trained occupational and physical therapists in several Ontario rheumatology clinics and found a significant reduction in wait times (improved access to rheumatology consultation and treatment). 22 This qualitative study evaluates the impact of this intervention from the perspectives of the participating patients, rheumatologists and ERPs.
Methods Approach
The following PICO framework applies: Qualitative data were collected using semi-structured telephone interviews. The basic qualitative description was employed, as interviews were not meant to generate theory, but to generate factual information about the experience and satisfaction of research participants with the study intervention. 24 The basic qualitative description focuses on the clear description and comprehensive communication of research phenomena, in this case, experiences with the triage intervention. 24 The 
Sampling and Recruitment

Rheumatologists & ERP
To be eligible for participation, rheumatologists agreed to integrate an ERP into their clinic one day/week for the study duration, allow for a retrospective chart review, complete a site agreement for data sharing, delegate labs/imaging to ERPs using medical directives and complete a half-day training session in Toronto. Eligibility criteria for ERPs included current employment with the Arthritis Society as an ACPACtrained OT or PT, agreement to provide patient joint assessments in their assigned rheumatology clinic one day/week for the study duration, and the completion of a half-day training session in Toronto. Rheumatologists were recruited for participation through the Ontario Rheumatology Association, while ERPs were recruited through the Arthritis Society. Rheumatologists and ERPs had no pre-existing relationship prior to the intervention. ERPs were paid their usual salary.
Rheumatologists billed for their time as usual. All participating rheumatologists and ERPs were invited to participate in an interview following the completion of the intervention at their clinical site.
Patients
To be eligible, patients had to be 18+ years of age, have the potential for an IA based on paper triage information (determined by rheumatologist), and be referred to a rheumatologist by a general practitioner or nurse practitioner within the previous month. Patients were excluded if they were referred by other specialists or an emergency department, had seen a rheumatologist in the past 5 years, had a pre-existing diagnosis of osteoarthritis, fibromyalgia, or IA, or were already on a DMARD. Once identified by the rheumatologist, office clerical staff called the patient to explain the study. If the patient was interested, the research coordinator (RS) called the patient to provide greater details. If still interested, an appointment was booked with the ERP and a consent form was mailed to the patient to sign and bring to the ERP visit. The consent included that the patient was willing for a researcher to call them to arrange an interview following the triage intervention. In total, 218 patients were examined by an ERP, of which 106 were expedited to see their rheumatologist. Six months following the triage intervention, a random sample of 4-8 patients from each clinical site were invited to participate in an interview. Purposive sampling was applied to ensure sample diversity with respect to age, triage decision (expedited vs non-expedited), type of clinical site (community vs hospital), and clinical site (all sites represented). After the triage intervention, a qualitative researcher (LF), unknown to study participants, called the patient to explain the study, Consent forms were mailed to interested patients, and when returned, interviews were scheduled. Patient sampling occurred until thematic saturation (the emergence of no new content/themes) was achieved.
Data Collection
Participants were informed about the purpose of the research and asked to provide feedback on their experience with the intervention, feelings about its impact/implementation, satisfaction, and opportunities for improvement. One-on-one interviews were 30-50 mins in length and took place between December 15, 2015 and August 15, 2016. Interviews were conducted by telephone and facilitated by an independent qualitative interviewer (PV) who had an MHSc in Health Promotion and over 20 years' experience in conducting qualitative research. She was unknown to participants and utilized solely for interview facilitation. A semi-structured interview guide was used for all interviews (Appendix 1). The general themes for the guide were developed by the research team based on comments we had heard back from participating rheumatologists and ERPs and were informed by the literature. Interviews were audio-recorded and transcribed verbatim using a professional transcription service. All identifying information was removed to protect confidentiality.
Data Analysis
Interview transcripts were analyzed using basic qualitative description. Unique themes were identified in an inductive manner using the constant comparative technique. 26 One master's level (LF) and one senior PhD level (AG) universitybased qualitative researcher were responsible for the analyses. Transcripts were read by LF and AG to identify, define, and organize themes (first-level coding). A codebook was used to capture emerging codes, their definition, and sample data illustrating each code. Transcripts were reviewed by LF to identify all instances that matched and did not match the coding framework to assess whether to expand or merge thematic codes (second-level coding).LF and AG independently reviewed second-level coding, discussed themes/subthemes, removed redundancies, and achieved consensus. Data were tabulated by theme and clinical site to identify trends and facilitate interpretation. Exemplar quotes were selected to demonstrate each theme/sub-theme. All members of the research team including two qualitative researchers, two rheumatologists, one health systems researcher and one research coordinator (LF, AG, VA, CB, SB, RS) reviewed outcomes and discussed themes and interpretation.
Results
Thirty-five rheumatologists were invited to participate in the study and seven rheumatologists (3 hospital-based, 4 community-based) from five cities met inclusion criteria and agreed to participate (57% female; 57% communitybased). Participant characteristics are presented in Table 1 . Although there were seven clinical sites, there were five participating ERPs, as two worked in the rheumatology triage role at two separate clinics. These ERPs were interviewed separately for each clinical location, for a total of seven ERP interviews. All ERPs and six of seven rheumatologists participated in an interview. One hospital-based rheumatologist closed her practice and moved out of province mid-way through the intervention for reasons unrelated to the study. Although triage assessments had been completed, patients did not receive the full intervention (appointment with rheumatologist). For this reason, patient and rheumatologist interviews were not conducted at this site. ERP assessments were not impacted by the site closure, so this interview was included. Twenty patients were invited to participate in a telephone interview, and 17 expressed interest in participating. Thematic saturation occurred at 10 interviews when researchers determined no new thematic content was emerging from transcripts.
Interview data were organized into four categories reflecting interview topics: (1) motivation for participation, (2) perceived impact of the intervention, (3) facilitators/barriers of implementation, and (4) recommendations for program improvement and future implementation. All themes were derived inductively from interview data, and are presented with exemplar quotes in Table 2 , and summarized in the text using quotes. Discrepancies are noted where relevant.
Motivation for Participation
The potential to access earlier rheumatology care was cited by patients as their primary motivator for participation in the intervention. Patients also mentioned the ability to learn about their medical condition and obtain useful information as strong motivators for participation.
Rheumatologists and ERPs reported a desire for health system improvement focused on reducing rheumatology waittimes as a primary motivator for participation. As a rheumatologist shared, "If we can have a model of care that can help to reduce the wait-times by whatever means, I think that will help to serve that patient population better" (Rheum 7). Altruism was also a strong motivator, as many expressed a desire to help patients by improving system efficiency.
Impact of Triage Intervention
Patients, rheumatologists and ERPs consistently reported reduced wait-times to rheumatology care, diagnosis, and treatment for urgent patients who received the intervention. An ERP shared, "People were seen within 2 weeks, where his previous wait-time was 3 months, so I think it really reduced that time for people who were appropriate" (ERP 5). Similarly, a rheumatologist stated, Patients got seen much more quickly and in an appropriate way. They weren't languishing at home waiting to be seen, they were seen, worked up, and then I could sail forward and get them started on their DMARDs early. (Rheum 3) Although many patients did not know how long they would have waited for care without the intervention, most expressed belief that their wait-time was reduced.
Wait-times to care were also reported as reduced for non-expedited patients, as they often received some form of care from the ERP before their first appointment with the rheumatologist. An ERP noted, They were getting treatment before the rheumatologist. The time to treatment was less than the time to rheumatologist for the non-urgent [patient] because they were being treated in some way, shape, or form. (ERP 5) Surprisingly, in no case was a non-expedited patient unhappy about waiting to see the rheumatologist at the next routine appointment.
All participant groups believed the triage intervention improved clinical efficiency. They noted that the medical history and joint assessment completed by the ERP, along with ordered laboratory tests/imaging, sped up their movement through the system by providing rheumatologists with the information needed to diagnose at the first appointment. As a patient expressed, Blood work and x-rays were done in advance of seeing the doctor, which was a bonus because that cuts down the time. If you get in to see the doctor first and then they send you off for blood work and x-rays, then you have to wait again. (Non-Expedited, Patient 8) Rheumatologists and ERPs noted that the triage assessment reduced the length of time needed at the first rheumatology appointment and the total number of appointments needed to diagnose.
Patients consistently reported receiving helpful coping/ management strategies and feeling listened to/heard by their ERP. As one stated: Participants from each group consistently communicated a belief that the intervention improved the overall quality of care.
Regardless of triage outcome, most patients expressed reassurance after their assessment. Expedited patients were reassured to know they were being seen in a timely manner, while non-expedited patients were reassured that their "Giving them a few helpful hints and some things to work on, even for the few weeks before they saw a doctor was helpful . . . it contributes to a higher quality of care"
(ERP 5).
(Continued) "The group I don't think were buying into this.
I feel that maybe the group was not as keen having me there as a help because I was just in the way almost . . . I was not really working with the group and that's why it didn't work as well" (ERP 1). condition was not too serious. Rheumatologists reported feelings of reassurance and improved professional satisfaction, as they trusted that urgent patients were being identified and seen in a timely manner.
Barriers
Facilitators and Barriers of Success
Trust in the knowledge, skill, and judgement of the ERP was consistently reported by rheumatologists as an important facilitator of program success. In no case was lack of trust in the ERP's knowledge, skill or judgement raised. ERPs consistently mentioned administrative support and buy-in from clinical staff as an important facilitator of program success. Those who did not receive adequate administrative support reported its absence as a major barrier to their work, resulting in additional stress and workload related to scheduling and paperwork. Those who reported a lack of buy-in from non-participating clinical staff noted less cooperation/collaboration in the clinic, and a less welcoming work environment.
ERPs emphasized the importance of regular communication and collaboration with the rheumatologist in the clinic. In most cases, frequent interaction and collaboration was the norm; however, where it was lacking, it was raised as a barrier to care. ERPs expressed a desire to ask questions and engage with rheumatologists about cases when needed. Rheumatologists expressed satisfaction with their communication/collaboration with ERPs.
A clinical environment with sufficient space for the ERP was discussed as important for efficiency and the prevention of disruptions to clinical flow. Rheumatologists and ERPs consistently mentioned the need for a designated exam room for triage assessments. Clinical space appeared to be more of a problem in hospital-based rheumatology settings than community settings.
Recommendations for Future
Patients and rheumatologists expressed a desire for the long-term placement of ERPs in rheumatology care settings. A rheumatologist shared:
We could deliver the right care to the right person at the right time if we had this as a permanent part of our practice. . . instead of therapists running around the community, this group of highly-trained therapists would be used better where there is a concentration of patients. (Rheum 3) Interestingly, many ERPs recommended ERP placement in primary care settings rather than specialty care. As one stated: "the ideal place for ACPAC would be in a family health team in GP offices, where we could do exactly the same, and then expedite the referral to rheumatology with all the findings" (ERP 7). Although most expressed a desire for placement in primary care, one ERP thought services were better utilized within specialist care: "In the rheumatologist office, I had medical directives, I had access to the system, so I saw the person, I made it happen and it was complete within an hour" (ERP 6). A few participants also recommended the placement of ERPs in underserviced areas. Modifying/expanding ERP roles to allow for stable patient follow-up and rehabilitation in rheumatology settings was recommended by most rheumatologists and ERPs. An ERP shared:
We could be seeing follow-ups independently. So, the rheumatologist wouldn't necessarily have to see their follow-ups so frequently. . . it opens up time, it increases their capacity to see more people. (ERP 5) There was widespread agreement that ERP roles could include stable patient follow-up and rehabilitation.
When asked about future recommendations, a few patients suggested an ability to see/contact the ERP after their assessment and/or between routine rheumatology appointments for additional follow-up care and information. A few ERPs also recommended the option of additional follow-up with patients. The vast majority of patients indicated they would not change anything about their care.
Discussion
This research is the first known study to explore patient, rheumatologist, and ERP perspectives on the integration of ACPAC-trained ERPs in a triage role in Canadian rheumatology clinics. Results suggest that ACPAC-trained ERPs were effectively able to reduce wait-times to rheumatology care, diagnosis, and treatment for patients with IA. Improved clinical efficiency was widely reported by all participant groups, as ERP history-taking, joint assessment, and lab and imaging orders appeared to reduce the length of time required by the rheumatologist at the first appointment, and the number of visits required to diagnose/treat patients. Finally, feedback on the type and quality of care received suggests ERPs added value to the rheumatology model of care by providing information and resources that would otherwise have not been provided.
Results compare favorably with research exploring the impact of integrating ACPAC-trained ERPs into MSK models of care. When placed in a range of interprofessional settings, rheumatologists, clinicians, and administrators found ERPs to be clinically competent, effective at triaging urgent patients, reducing wait-times, and improving clinical efficiency by reducing multiple patient visits. 27 Similarly, previous assessments of patient satisfaction with ERPs show high satisfaction with the quality of care and wait-times. 28 Lack of administrative support/buy-in from clinical staff and regular communication between rheumatologists and ERPs were raised as barriers to optimal implementation. It is not uncommon for ERPs to encounter barriers related to role recognition and acceptance by health care practitioners, as professional culture and inter-professional competition can affect successful integration in clinical practice. 27 Research on optimal features of MSK triage identifies multidisciplinary support as critical for efficient patient triage. 29 Effective teamwork requires shared goals and ongoing collaboration, participation, conflict resolution, and support for innovation, 15, 30 highlighting the importance of engaging stakeholders, including administrative personnel, in the integration of new team members into clinical practice. Training as a team, strategic planning, and identifying roles/responsibilities are recommended to remove barriers and promote collaboration. 16 While opinions differed on the optimal placement of ERPs for patient triage (primary vs specialty care) our findings suggest placement in specialty care as both effective and appropriate. Although primary care settings may be more appropriate for the management of patients with osteoarthritis and MSK conditions that do not require specialty care, triage for IA in settings where IA is rare may under-utilize ERP resources.
Although ACPAC-trained ERPs were used solely for triage in this research, they are highly trained professionals who could work within a broader capacity in rheumatology and other clinical settings. Research exploring ERP utilization for stable patient follow-up in rheumatology settings and in novel roles that offer comprehensive and holistic care to patients (education, rehab, co-morbidity management, etc.) is recommended. Research is also needed to assess the costs of integrating ERPs within a publicly funded health care system.
The following study limitations apply: (I) research was conducted as a short-term (9-month) pilot initiative; (II) rheumatologists participating in this research did so voluntarily and may have greater acceptance/desire to work with ERPs, or an enhanced willingness to innovate practice; (III) patients participating in a qualitative interview did so voluntarily, which may select for positive experience; (IV) the need to re-consent patients for qualitative research at each clinical site delayed interviews by 1-3 months, potentially leading to recall bias; (V) all patients interviewed were female, as consent forms from contacted males were not returned within the established timeframe of 4 months post-intervention; (VI) including two interviews for two participating ERPs may have biased the results towards their perspectives; (VII) findings may only be applicable within a Canadian setting. In addition, the introductory questions posed to rheumatologists, ERPs and patients indicating that we were exploring how the project might have reduced rheumatology wait times may have biased the results. However, improvements in access to care (wait times) compared to usual care are substantiated by the quantitative results of this study published elsewhere. 22 
Conclusion
With specialized training in arthritis care and management, data suggest ACPAC-trained ERPs were able to fill an important role within the medical system by working closely with rheumatologists to ensure patients receive optimal care. Findings support the integration of ACPACtrained ERPs working within a triage role in community and hospital-based rheumatology settings. These results may have implications nationally and internationally for impacting the delivery of arthritis care. Future research is needed to explore the expansion of ERP roles to include stable-patient follow-up within specialty care, and the optimal placement of ERPs within primary and specialty care.
